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Internal hernias are rare causes of small bowel obstruction, and one such internal hernia is the paracecal hernia. We re-
port a case of a small bowel obstruction related to a paracecal hernia in which a preoperative diagnosis was made on com-
puted tomography. A laparotomy was performed for definitive diagnosis and treatment. The surgery achieved a good out-
come.
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been admitted to the orthopedic hospital with the chief com-
plaint of back pain. Clinical examination revealed abdominal 
distension, but no visible or palpable abdominal mass or wall 
hernias. There was tenderness over the entire abdomen, but no 
peritoneal sign. Leukocytosis (12.9 × 10
3/μL) with a predomi-
nance of neutrophils (86.8%) was noted on routine hematology. 
Plain abdominal X-ray showed dilated small bowel loops on 
mid-abdomen. Intravenous contrast-enhanced abdominal CT 
scan showed dilatation of small bowel loops and herniation of a 
short segment of the small bowel through the right cecal fossa 
(Figs. 1, 2). The patient was taken immediately for an explor-
atory laparotomy, which revealed a segment of the distal jeju-
num entrapped in the cecal fossa. The entrapped jejunum was 
released, and lysis was done between two peritoneal folds (Figs. 
3, 4). The postoperative course was uneventful.
DISCUSSION
Internal hernias may infrequently cause SBO, which may be fa-
tal because of the risk of strangulation of the hernial content. 
Paracecal hernias account for a minority of IH-related SBOs [3, 
4]. These hernias are the result of alterations in the normal pro-
cess of intestinal rotation during embryonic development. The 
embryological development of the cecum includes budding, ex-
teriorization into the umbilicus and subsequent retraction onto 
the posterior abdominal wall, which usually predisposes the 
paracecal fossa [5] to the formation of a number of pockets or 
recesses. 
INTRODUCTION
An internal hernia (IH) is an infrequent cause of small bowel 
obstruction (SBO), with a reported autopsy incidence of 0.2 to 
0.9%, and is the cause of small-bowel obstruction in 0.6 to 5.8% 
of the cases [1, 2]. Preoperative diagnosis of internal hernia is 
extremely difficult because of the nonspecific clinical presenta-
tion. Abdominal computed tomography (CT) plays an impor-
tant role in the evaluation and management of patients with 
SBO. Urgent surgical intervention to prevent strangulation is 
essential. We are reporting a case of a SBO related to a parace-
cal hernia.
CASE REPORT
An 84 year-old woman visited the emergency room presenting 
with 2 days of abdominal distension and vomiting. There was 
no prior medical or surgical history of note. Recently, she had 
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An excellent classification for boundaries of hernias was for-
mulated by Meyer [6, 7], who described six: paracecal sulci, ce-
cal fossa, cecal recess, superior ileocecal recess, inferior ileoce-
cal recess, and retrocecal recess. Paracecal sulci are lateral de-
pressions of the peritoneum invested on the cecum, but recesses 
may be absent. The cecal fossa is a groove that is formed by two 
peritoneal folds. The lateral fold is a continuation of the white 
line of Toldt and the medial fold originating from the ileocecal 
angle, medial aspect of the cecum. The cecal recess is formed 
by folds described for the cecal fossa, but in this instance, the 
cecum is entirely retroperitoneal. Superior and inferior ileoce-
cal recesses are formed by a peritoneal fold originating from the 
terminal ileum to the cecum. A retrocecal recess is formed by 
the cecum anteriorly, the iliac fossa posteriorly, the right colic 
Fig. 1. Paracecal 
hernia through the 





shows dilated small 
bowel loops and her-
niation of the short-
segment small bowel 
and mesentery th-
rough the right ce-
cal fossa (arrow).
Fig. 3. Intraoperative finding of the entrapped jejunum after parace-
cal herniation had been reduced and the bowel had been confirmed 
to be viable.
Fig. 2. (A) Cluster of a collapsed, 
herniated small bowel (asterisk), 
and (B) cluster of small bowel 
mesentery (arrow) are noted in 
the inferolateral aspect of the ce-
cum (arrowhead).
gutter laterally and the mesentery medially.
In our case, herniation of the jejunum through the cecal fossa 
was found during the operation. The clinical symptoms of in-
ternal hernias may range from intermittent mild digestive com-
plaints to acute-onset incarceration. The major symptoms are 
obstructive symptoms of abdominal pain, nausea, vomiting, con-
stipation and obstipation [8].
CT allows advanced diagnosis of intestinal obstruction because 
it provides more information about the cause than do either X-
ray or contrast studies. In addition to demonstrating the pres-
ence of extraluminal lesions, such as masses, adenopathy, soft 
tissue infiltration, fluid collections, abscesses and vascular anom-
alies [9, 10], the greatest advantage of CT is the diagnosis of early 
or partial obstruction, closed loop obstruction and multiple seg-
ments of obstruction. Dilatation of small intestine loops with a 
transitional zone adjacent to the cecum or an edematous small 
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Fig. 4. Demonstration of the cecal fossa, which is formed by two 
peritoneal folds.
be diagnosed with high certainty.
Almost always the treatment for small bowel obstruction caused 
by a paracecal hernia is surgical intervention. Recently, the lap-
aroscopic technique has been found to be useful for the diag-
nosis and treatment of bowel obstructions.
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